INTRODUCTION
Since de Garengoet described the first incarcerated hernia in 1731, lumbar hernia is a relatively rare defect, with fewer than 300 cases reported in the literature. It occurs through the defect of the posterolateral abdominal wall defect [1, 2] . Surgical correction is the standard treatment of the lumbar hernia. There are several treatments. If the fascial defect is small, direct approximation of the muscle is sufficient. But fascial flap or mesh fixation is essential in cases of large defects [1] [2] [3] . After Heniford et al. [4] reported a laparoscopic approach for a primary lumbar hernia in 1997, several cases of surgery using laparoscopic or retroperitoneoscopic techniques have been successful [5, 6] . We present a case of a primary lumbar hernia treated successfully by laparoscopic technique.
CASE REPORT
A 70-year-old woman came to our clinic for a lump in her upper left posterior back, which suddenly developed 3 days prior. The patient complained of mild, dull pain on the lump. The patient's previous medical history stated type II diabetes mellitus and hypertension under medical treatment, but there was no associated history of surgery or trauma. On physical examination, she had a 5 × 3 cm sized, soft, movable and nontender mass just below the left 12th rib. A computed tomographic scan was performed and revealed the presence of a 1.5 cm sized superior lumbar hernia containing retroperitoneal fat (Fig. 1) . After discussing the options, the patient requested a laparoscopic approach to repair her lumbar defect. Under general anesthesia, the patient was placed in a lateral position, left side up. We marked out the defect and the skin for incision. A width from the one end, it was rolled and then sutured with 2 stitches to anchor it in place. It was introduced into the abdominal cavity via the 10-mm optical port. The mesh was then positioned in place. We began by tacking the inferior border of the mesh to the psoas muscle with spiral tacker (Protack, Tyco Healthcare). Once the mesh was anchored at this level, we divided the sutures holding the mesh and unrolled it. The mesh was fixed all around by spiral tackers (Fig. 3) . Counterpressure on the abdominal wall made for easy tacking during the procedure. The peritoneum was covered over the defect by using the spiral tacker. Finally, all trocars were removed and all wounds were closed. There were no perioperative complications. Spontaneous herniation is usually the result of raised intraabdominal pressure and an acquired predisposition such as muscle atrophy due to polio, obesity, old age or debilitating disease, and it represents 55%. Twenty-five percentage of all lumbar hernias are secondary and caused by trauma, surgery or inflammation [9] .
The most common symptom of lumbar hernia is a protruding lump in the flank, its size increases with activity, and it disappears when lying down. The patient may complain of a vague sense of discomfort, abdominal pain, and local tenderness. Bowel obstruction occurs in 25% and there is about a 10% chance of strangulation. In these cases, the patient manifests with nausea, vomiting, abdominal pain and distension. The hernia may contain retroperitoneal fat, kidney, colon or, less commonly, other intraabdominal organs [9] .
Lumbar hernias can be diagnosed by clinical symptomatology and physical examination. In many cases, the differential diagnosis of lumbar hernias include a lipoma, sarcoma, abscess, hematoma or renal tumor. Computed tomography is especially helpful in assessing the anatomical relationships of the lumbar area, identifying the contents, and ruling out tumors or other pathologies [7, 8] . Although it is a rare disease, clinicians must be on alert for the lumbar hernia to avoid complications and misdiagnosis. We report a case of a primary lumbar hernia treated successfully by laparoscopic technique.
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